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Abstract
Background: Following the introduction of the No Secrets (DH, 2000) guidance, the implementation and development of adult safeguarding practices and procedures across national services has become an ongoing endeavour.  Despite existing research highlighting practice improvements in many services, NHS mental health services are persistently criticised for their lack of engagement with the national adult safeguarding agenda (DH, 2009).  
Aim: To investigate the organisational structure, implementation and development, of adult safeguarding in NHS mental health services.      
Method: A cross-sectional survey was distributed on-line to seventy-nine​[1]​ NHS mental health services. 
Results: Thirty-three completed surveys were returned, yielding a response rate of 41%.  The results highlight adequate arrangements for adult safeguarding in many services; however it appears implementation is in its initial stages.  Responses suggest that staff attitudes and uptake of training are the greatest barrier to practice; however barriers are also indicated at a strategic and operational level.        
Conclusion: The importance of adult safeguarding must be recognised at all levels and there is an immediate need for improvement to staff training and engagement to ensure future effective practice in this area.   
Declaration of Interest: There are no conflicts of interest associated with this research.

Introduction
Safeguarding adults includes any work or activity aimed at preventing the abuse or neglect of a vulnerable adult.  The No Secrets (DH, 2000) guidance provides a framework for the implementation of coherent multi-agency policies and procedures to safeguard vulnerable adults.  An emergent literature highlights evidence-based practice for adult safeguarding in many settings; however NHS mental health services are persistently criticised for their lack of engagement with the national adult safeguarding agenda.   

The ‘Consultation on the Review of the No Secrets Guidance’ (DH, 2009), reflects a somewhat dilatory approach to implementing adult safeguarding adopted by NHS mental health services.  Participants in this consultation expressed concerns that the attendance of NHS mental health trusts at safeguarding meetings is inconsistent and people with mental health problems remain under-represented in safeguarding referrals.  

This has recently been evidenced within the Abuse of Vulnerable Adults National Report (NASCIS, 2010), which presents statistical analysis of referral data offered voluntarily from 128 councils in England.  It emerged that 20% of all referrals reported, were for adults with mental health needs, with less than 1%​[2]​ of referrals generated from within mental health inpatient settings (NASCIS, 2010).  Despite substantial and cumulative evidence that NHS mental health services have been slow to engage with the national adult safeguarding agenda, there is a paucity of empirical research in this area.  

A broader empirical literature on the efficacy of adult safeguarding practice, demonstrates the benefits of learning from Serious Case Reviews (SCRs) to enhance day-to-day practice.  For example, training has been identified as an issue in numerous SCRs and inquiries (Aylett, 2008).  Resultantly many social care services have begun to focus on the design and delivery of training in order to improve the transfer of learning into practice.  In addition, studies that evaluate the effectiveness of child safeguarding arrangements in NHS services have focused on the use of business models and strategies to implement and develop everyday practises (Appleton, 2009; Keys, 2009a; Keys, 2009b).  A number of barriers have been identified that impede this process including: heavy workloads, time constraints, lack of reinforcement of training, staff turnover, and lack of performance feedback (Pike et al, 2010; Stolee et al, 2009; Clarke, 2002)






In May 2010 ethical approval was granted by Staffordshire University.  In June 2010 an invitation to participate was delivered via e-mail to the Chief Executive Officers (CEO) of seventy-two (specialist mental health and combined) trusts in England, that provide mental health services and seven health boards in Wales (n=79).  Initial e-mails included contact details of the researcher, background information of the study and an outline of the survey objectives with a survey preview link attached.  Additionally CEOs were provided with a link to the full survey, which they were asked to forward to a person with leading strategic / operational responsibility for adult safeguarding.  

Survey Design 
This cross-sectional survey utilised a mixed-method design featuring a variety of item formats, which included: open-ended and closed questions, lists of items with yes/no/other choices and Likert items.  The first section collected demographic information and provided details about participation, consent and withdrawal.  The remaining sections featured questions about the organisational structure (lead roles and responsibilities, safeguarding teams), the implementation and development of adult safeguarding (staff training, staff/service user interventions, monitoring practice, multi-agency partnership) and personal views of practice within trusts.  Eight individuals employed within the local authority, the NHS, and Staffordshire University completed a pilot of the survey questionnaire; subsequently minor alterations were made.    

Data Analysis




A total of 33 completed surveys were received, yielding a response rate of 41%.  Thirty-two (97%) were completed by trusts in England with one survey returned by a health board in Wales.  All participating trusts were mental health providers, many offering combined services in mental health (adult, child and adolescent) and learning disabilities.

Characteristics of substantive (permanent) adult safeguarding posts 
Twenty-seven (82%) respondents identified a substantive lead post for adult safeguarding, 24 (88%) of these were full-time permanent posts at Band 8A or above.  Seventeen (63%) were combined roles, with responsibility for service user protection in other contexts e.g. sexual safety, domestic abuse, and child protection.  Fifteen (59%) posts were active for less than two years; eight (30%) for two-to-four years and four (15%) posts had been active for four years or more​[3]​.  Seven (21%) respondents (five that did not identify a substantive lead post) discussed future plans to introduce a full-time substantive lead post for adult safeguarding.  

Characteristics of safeguarding teams
Thirty-three (100%) respondents identified a substantive lead post for safeguarding children.  Seventeen (52%) respondents identified additional members of the safeguarding team, which included individuals employed in administration, training, public protection, domestic abuse, forensic services and social care​[4]​.  Sixteen (48%) respondents indicated that their trust did not have a safeguarding team, 11 (68%) of who were unaware of plans for future development in this area.  The Safeguarding adults groups (SAG), serious untoward incident (SUI) managers, complaint managers, human resources and information governance, were all identified as having invaluable input to adult safeguarding practice within services.  Their contributions involved, information sharing and advice giving, training, management of safeguarding alerts, and investigatory support.

Strategic and operational leadership for adult safeguarding
Thirty-one (93%) respondents identified up to four individuals with leading responsibility for adult safeguarding at their trust.  Leading responsibility is divided between strategic and operational leaders, all employed at Band 8B or above (n = 87).  

Table 1 shows the level and setting the identified individuals were employed within.

Table 1 insert here

Thirty percent were employed within the division of nursing, 15% within operations / services and 12% in Social Care.  Some individuals were allotted as little as 5% of the responsibilities associated with strategic leadership, while others were assigned up to 90%.  Qualitative responses revealed that those employed within the nursing division, were predominantly operational leaders.  Twenty-two (68%) respondents indicated that the identified individuals were also responsible for the leadership of child protection.     

Safeguarding Adults Duties 
Table 2 illustrates the estimates of “contracted working hours designated to safeguarding adults duties per week” provided by 31 (93%) respondents:

Table 2 insert here

Respondent’s who selected the ‘other’ category gave estimates above one hundred hours, or suggested there is no protected time for safeguarding adults duties: this would depend on the demand at a given time.  Using a Likert item, respondents rated their level of agreement with the statement ‘the combined number of working hours dedicated to safeguarding adults duties at my trust is sufficient for the effective completion of all tasks’.  16 (50%) respondents rated this item negatively​[5]​, while 16 (50%) respondents rated the item positively​[6]​.   

Multi-agency Partnership
Thirty-two (97%) respondents indicated that an Executive lead, e.g. Director of Nursing / Social Care, represents their trust on the local area ‘Safeguarding Adults partnership’.  However, one respondent suggested the Named Nurse, is currently the nominated representative and reports directly back to the executive lead.  Twenty-three (69%) respondents indicated that their trust was producing an annual report on safeguarding adults work: 11 (48%) had been producing this report for up to two years; seven (30%) for between two-to-four years, and four (17%) were producing a report for four years or more.  Seven (21%) respondents affirmed that although their trust was not producing their own report, they were contributing to reports produced by local authorities, county councils and SABs.  One respondent said their trust had plans “to action this for the year 2010/11 as a result of an internal audit”, while two respondents did not provide this information.  Twenty-eight (84%) respondents confirmed that their trust had developed a customised safeguarding adults policy, 27 (96%) of these were linked directly to the local area multi-agency policy.  The remaining five (15%) trusts were working solely from the local area multi-agency policy. 

Training & Awareness 
Thirty-one (93%) respondents answered ‘yes’ to the provision of safeguarding adults training to individuals working between Bands 1 through 8a; 27 (81%) to individuals working at Bands 8b and 8c; 25 (75%) to those working at Band 8d, and 24 (72%) to individuals employed at Band 9.  To generate safeguarding adults awareness among staff, six (18%) respondents confirmed the use of lunchtime seminars, 23 (69%) the use of promotional literature and 23 (69%) identified other forums.  These included: dedicated intranet site, staff roadshows, team meetings, trust newsround, induction, e-learning modules and supervision.  Twenty-seven (81%) respondents indicated that regular updates and safeguarding refreshers were provided to maintain momentum.   Qualitative responses emphasised the use of websites and e-learning tools during training to illustrate the complexity of issues that may be faced in practice.  Additionally, maintaining face-to-face contact with staff was deemed important; indeed one respondent suggested “the personal touch” produces the best results. 

To generate safeguarding adults awareness among service users (ADSS, 2005), 23 (69%) respondents confirmed the distribution of promotional literature, 18 (54%) the use of one-to-one consultations and 17 (51%) relied upon word of mouth.  Additionally, 21 (63%) respondents identified alternative interventions such as, roadshows, local events, formal training, Internet, intranet, conferences, workshops, and presentations to service user and carer groups.  Twenty-six (78%) respondents confirmed that, staff and service users have 24-hour access to safeguarding adults information, via Internet and intranet pages.

Using individual Likert items, respondents were asked to rate their level of agreement, from 1 (strongly disagree) to 6 (strongly agree), with a number of statements regarding safeguarding adults awareness and practice.  The first item “staff at my trust appear to have embraced the concept of safeguarding adults” was rated positively​[7]​ by 30 (93%) respondents.  The second item “increasing media attention on adult abuse has heightened awareness at my trust” was rated positively by 30 (96%) respondents; and the third item, “increasing media attention has had a negative impact on safeguarding adults practice” was rated negatively by 28 (93%) respondents.

Monitoring Staff Practice 
Thirty (90%) respondents confirmed the use of clinical supervision for the monitoring of staff practice, 21 (63%) respondents confirmed the use of staff appraisals and 23 (69%) respondents confirmed the use of team meetings.  Sixteen (48%) respondents identified alternative means for monitoring staff practice.  These included, incident reporting system, case file / clinical audits, safeguarding adults meetings, serious case reviews, peer supervision groups, complaints and investigations.  Additionally, 21 (63%) respondents discussed the use of a computerised reporting system to collect and monitor information around protection issues.  
      
Improvements to Practice
Table 3, provides a list of drivers identified by 32 respondents that have prompted improvements to adult safeguarding practice at their trust

Table 3 insert here   

The No Secrets (2000) guidance was the most commonly identified trigger, followed by learning from Serious Untoward Incidents (SUI) and Care Quality Commission (CQC) inspections.  Qualitative responses revealed that multi-agency working is considered crucial to effective practice.  Public inquiries and investigations were seen to ‘stimulate thought and awareness’ as well as ‘force us to learn from our mistakes’.  There were concerns about the lack of statutory requirements for adult safeguarding, with one respondent suggesting that prior to the arrival of the Named Nurse for Safeguarding Children she ‘felt like a lone voice in the wilderness, with safeguarding adults being an afterthought’.  However, more recently safeguarding adults appears to have benefited from being incorporated within some of the requirements for children.    

Barriers to Practice
Participant responses revealed that although the concept of safeguarding is ‘generally welcome’, there are many barriers, both internally and externally, that impede practice.  Staff attitudes, responses and behaviour were central to many of the issues identified.  For example, it was suggested that some staff view adult safeguarding as ‘an add on’, ‘someone else’s job’ or ‘too difficult’, while others struggle with the complexity of adult safeguarding and prefer to ‘stick to familiar processes such as the Care Programme Approach’.  The attitudes of ‘old school staff who believe that safeguarding is covered if the service user has a roof over their head’ were also a concern, as were staff reactions to investigations by external agencies.  Respondents also discussed, difficulties demonstrating the applicability of adult safeguarding across the wide variety of settings, duties and types of illness, that exist in mental health services.   A need to prioritise safeguarding training to managers in order to improve staff attendance was also highlighted, as mandatory training generally takes precedence.  Some respondents were concerned with the increasing workload caused by higher numbers of referrals and alerts, with one trust suggesting ‘we have been a victim of our own success’.  

Mental Health and Learning Disabilities settings
Qualitative responses revealed that adult safeguarding is viewed as a process that should be equally applied across all settings.  Indeed, one respondent asserted that ‘safeguarding adults is not an area that discriminates or distinguishes between’ service user groups.  However, some responses identified differences between safeguarding adults with learning disabilities and safeguarding adults with mental health difficulties.  For example, one respondent emphasised the difficulty resolving issues of capacity with mental health service users as they “swing between states of capacity and non-capacity”, while adults with learning disabilities are very often wrongly assumed to lack capacity and therefore unable to make decisions that entail risk e.g. sexual relationship.  

Additionally, the perception that adults with learning disabilities are more vulnerable than adults with mental health difficulties, results in higher numbers of safeguarding referrals in learning disabilities settings.  Consequently, staff members in learning disabilities settings are more experienced, which is reflected in the higher standards of practice and performance observed.  Furthermore, one respondent suggested that staff attitudes to risk are noticeably different between the two areas: learning disabilities workers appear to be more cautious.  Other responses echoed a lack of awareness in mental health suggesting that, ‘we are where we were in LD six or seven years ago’ and the idea has only been more recently accepted in mental health.

Future Development





The results highlight that many NHS mental health services have adequate arrangements for the leadership of adult safeguarding.  For example, 82% of respondents confirmed the existence of a substantive lead post for adult safeguarding, and 97% identified a strategic lead at Executive Board level.  However, there are crucial discrepancies with the organisational arrangements of some trusts.  For example, the ‘Consultation on the Review of the No Secrets Guidance’ (DH, 2009), suggests that NHS organisations should have ‘an executive lead with board accountability, designated operational leads and dedicated teams for safeguarding with clear roles and responsibilities built into employment contracts, job descriptions and professional standards’ (DH, 2009, p.46). 

However, 16% of survey respondents failed to acknowledge the existence of a substantive lead post and 59% of those posts identified were operational for less than two years.  This is in contrast with the introduction of substantive lead posts for adult safeguarding in acute and primary care trusts, which has been ongoing since 2004 (Draper et al, 2009).  Additionally, a considerable amount of time has elapsed since the publication of the No Secrets (2000) guidance, which was deemed the greatest initiative for improving adult safeguarding practice.  

Only 52% of respondents identified additional support in the form of safeguarding team members, and many discussed an ever-increasing workload accompanied by a lack of support and resources.  It is of further concern that although the majority of respondents (97%) identified an Executive Lead who attends the local SAB; one respondent revealed that a named nurse at her trust currently fulfils this responsibility.  Appropriate representation at the local SAB is considered crucial to the smooth operation of multi-agency working; however some partner agencies continually impede this process (AEA, 2006).   Furthermore, just one response identified the CEO as a strategic lead for adult safeguarding.  This lack of acknowledgement may reflect that ownership of safeguarding adults has not yet been embraced at the highest level.  However, the efficacy of adult safeguarding is partially determined by strong leadership, which must ‘permeate from the most senior level to the frontline’ (DH, 2011).

The results highlight pockets of good practice for implementing adult safeguarding with front-line staff and service users.  For example, 93% of respondents confirmed the provision of adult safeguarding training to front-line staff working between Bands 1 through 8a.  Additionally, 69% of respondents discussed the use of pro-active strategies to enhance awareness among staff and service users.   Interestingly, 93% of respondents indicated that staff members have embraced the concept of adult safeguarding; however staff appeared to be central to the majority of barriers identified.  Consistent with prior research, defensive attitudes, uptake and engagement with training and stigma were among some of the issues identified (Brown & Keating, 1998; NPSA, 2006; DH, 2009; DH, 2011).     

There was also a lack of understanding surrounding use of the Mental Capacity Act for both learning disabilities and mental health service user groups.  The No secrets review highlights this as an issue across the NHS as well as ‘limited support for the assessment of capacity and application of best interest decision-making’ (DH, 2009, p.49).  Responses indicate that practice in learning disabilities settings is of a higher standard than in mental health settings and the perception that learning disabilities service users are more vulnerable results in higher numbers of referrals.   This could potentially increase the demand for safeguarding interventions among this service user group, limiting the time allotted to safeguarding adults with mental health difficulties.  Furthermore, one respondent indicated that while adult safeguarding did not seem to be a priority before, it has recently benefited from being incorporated within the requirements for children.  However, this may place adult safeguarding in a secondary position to child protection, solely relying upon the advantage of being tagged on.    

This is the first survey of adult safeguarding in NHS mental health services in the England and Wales.  Consequently, there is no comparable data with which to assess response rates.  Although, the responses provide sufficient information to capture a reasonable snapshot of the use of adult safeguarding in NHS mental health services, the results should be treated as preliminary, as they are based entirely on frequency data and descriptive information.  Additionally, there are some limitations to the survey methodology used in this study that must be considered.  In particular, although the use of a self-report survey removes Interviewer bias, the use of a priori questions may limit the potential depth and richness of the information obtained.  In addition there are a number of potential biases inherent within this study that must be addressed.  Specifically there is the potential for self-report bias, whereby respondents will depict a positive view of adult safeguarding in line with social expectation.  However this does not appear to be the case as the information gathered was sufficiently varied, highlighting both positive and negative examples of adult safeguarding practice in NHS mental health services.  Indeed, some services appear to have more robust procedures than others, who are only just beginning to recognise the importance of adult safeguarding.      

The authors acknowledge the limitations of the study findings and propose to address some of these issues within a second phase of data collection.  Specifically, in-depth interviews will be conducted with practitioners in the field, with a broad focus on policy development, implementation, practice, and multi-agency working.  Interview data, observations and internal documentation will be used to build a Grounded Theory of adult safeguarding in NHS mental health trusts.  The authors propose to illustrate the differences between approaches adopted within individual trusts, by including up to six trusts, each treated as a distinct case.  It is anticipated that this will provide a more in-depth and complete picture of adult safeguarding practice in NHS mental health trusts, complementing the findings of this survey study.

Conclusion
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^1	  Seventy-two NHS Mental Health Trusts in England and seven Health Boards in Wales
^2	  Please note referral data breakdown, was incomplete, such that 1820 referrals were not accounted for by type of service and CASSR (NASCIS, 2010)
^3	  See appendix 1 for a detailed outline of the structure of adult safeguarding substantive posts.
^4	  See appendix 2 for a detailed outline of roles that contribute to adult safeguarding practice 
^5	  1 (strongly disagree) to 3 (somewhat disagree)
^6	  4 (somewhat agree) to 6 (strongly agree)
^7	  Positive rating = from 4 (somewhat agree) to 6 (strongly agree); Negative rating = from 1 (strongly disagree) to 3 (somewhat disagree).
